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I DAHO DEPARTMENT OF

HEALTH « WELFARE

DEBRA RANSOM, R.N,R.H. T, Chief
BUREAL OF FACILITY STANDARDS
3232 Eider Strzet

F.{), Bax 83720

Boige, [J 83720-0009

PHONE 206-334-6526

FAX 206-364.7 888

C.l.. “BUTCH" OTTER - Gevemor
RICHARD M. ARMSTRONG - Direclo”

November 24, 2010

Ferren Weeks, Admimstrator
Yellowstone Group Home #1 Springfield
560 West Sunnyside

1daho Falls, ID 83401

RE: Yellowstone Group Home #1 Springfield, Provider #13G063

Dear My, Weeks:

This is to advise you of the findings of the Medicaid/Licensure survey of Yellowstone Group
Home #1 Springfield, which was conducted on November 18, 2010,

Enclosed is a Statement of Deficiencies/Plan of Correction Form CVS-2567, listing Medicaid
deficiencies and a sumilar formm: listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction, It is important that your Plan of
Correction address each deficiency in the following manner:

1. What cotrective action(s) will be accomplished for those individuals found o have been
affeeted by the deficient practice;

How you will identify other individuals having the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

]

3. What measures wil! be put in place or what systemic change vou will make to ensure that
the deficient practice does not recur;

4. How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, 1.e., what quality assurance program wil) be put into place; and,

5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily
a provider is expecied Lo tale the steps needed {o achieve compliance within 60 days of
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Ferren Weelks, Administrator
November 24, 2010
Page 2 of 2

being notified of the deficiencies. Please keep this in mind when preparing yow: plan of
correciion. For corrective actions which require construction, competitive bidding, or
other issues beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completeé your Plan of Correction, return the original to this office by
December 6, 2010, and keep a copy for vour records.

You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in the State Informa Dispute Resolution {IDR) Process which

can be found on the Internet at:

www.icfmr.dhw.idaho.cov

Scroll down until the Program Information heading on the right side is visible and there are three
IDR selestions to choose from.

This request must be received by December 5, 2010. If a request for informal dispute resolution
is received after December &, 2010, the request will not be granted. Ax incomplete informal
dispute resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626.

Sincerely,

L'}%&{,LQZZ,;(,- QCIL
BARBARA DERN NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
BD/stm
Enclosures
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560 W S i
Ye‘lm Ic?aho Faﬁg? Fg Bgaoz
Group Homes

December 3, 2010

Barbara Dern

ldaho Departrment of Health and Welfare
Bureau of Facility Standards

3232 Elder St

Boise, ID 83720-0036

Dear Barbara Dem:

This is the Plan of Comection for the survey concluded at Yellowstone group Home #1 Springfield, on
Newvember 18, 2010. | would like to take the opportunity te thank you and Jim Troutfetter for the helpful
information you always share, The survey process is always a learning experience, and you certainly
made it helpful as well as pleasant Thanks so much.

Sincerely,

Steve Young
Administrator

T~
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NC, 0938-0391
STATEMENT OF DEFICIENZIES {X1) PROVIDERISUPPLIER/C.IA {X2) MULTIPLZ CONSTRUCZTICN iX3) DATE SURVEY
AND PLAN OF CORRZCZTICN IDENTIF:CATION NUVIBER: COMPLETED
A, BUILDING .
13G063 B. WING 11/18/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
YELLOWSTONE GROUP HOME #1 SPRINGFIELD 3335 SPRINGFIELD
IDAHO FALLS, ID 83404
X430 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CGRRECTION : X5
PREFIX {EACH DEFICIZNCY MUST 3E PRECEDED BY FULL : PREFIX i (EACH CORRECTVE ACTION SHOULD BE . GOMPLETION
TAG : REGULATORY OR LSC IDENTIFYING INFORMATICN) 1 TAG H CROSS-REFERENCED TO THE APPROPRIATE : DATE
| [ | DEFICIENCY)
W 000, INITIAL COMMENTS w DDO%

The faollowing deficiencies were cited during the i
annual recertification survey. \

The survey was conducted by:
Barbara Dern, OQMRP, Team Leader
Jim Troulfetter, QMR P

Common abbreviations/symbols usad in this
report are:
: ADHD - Attention Defecit Hyperactivity Disarder
i HRC - Human Rights Committee
IPP - Individual Program Plan

: LPN - Licensed Practical Nurse ‘
W 262 | 483.440(F)(2)(1} PRCGRAM MONITORING & W 262 |

. CHANGE

| The commitiee should review, approve, and

! monitor individual programs designed to manage
. inappropriate behavior and other programs that,
' in the apinion cf the commitiee, involve risks io
client protection and rights.

l
| | |
" This STANDARD is not met as evidenced by: |
~Based on record raview and staff interview, it was
. determined the facility failed to ensure behavior
modlf;mg drugs were used only with the approval
of the facility's HRC for 1 of 3 individuals |
|

. {Individual #1) whose consents were reviewed,
i This resulted in the potential for an individual to
recelve unnecessary medications. The findings

linclude:
i . Individuzal #1's IPP, cated 5/20/10, chumentedI i
: a 15 year old male diaghosed with moderate ! [
\ mental retardation, ADHD, and Asperger's :
! Syndrome, i ‘

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE . TTLE (X6} TATE

—_— Souaapdd Gelmmunbators 3.2

g
Any deficiendy statement a.ﬁing with an asterisk (*} denotes a deficiency which the inst'lution % be excused from correcting providirg il is delermined that
other safeg it sufficient prot=ction to the patients. (See instruclions.) Except for nursing homes, the findings staled above are disclosable 90 days

following the date of survey whetlher or not a plan of car-eclion is provided. For nursing homes, 1he above findings and plans of correction are disclosable 14
days following the date these documen:s are made available to the facility, [f deficiencies are cited, an approved plzn of correzlion Is reguisite to continued

program pariicipaiion,

FORM CMS-2567 (02-98) reviols Versmns Obso cu: Ewvent 1D XW2C11 Fadlity 10: 136053 If continuation sheet Page 1 of 5
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPP_IERICLIA | (X2) MULTIPLE CONSTRUSTION {X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION HUMBER: COMPLETED
A, BUILDING
B. WING
135063 ” 11/18£2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 712 CODE
3335 8PRINGFIELD
YELLOWSTONE GROUP HOME #1 SPRINGFIELD
] 1DAHO FALLS, ID 83404
I X4) 1D SUMMARY STATEMENT DF DEFICIENCES : D PROVIDER'S PLAN DF CORRECTION : {X5)
PREFI | (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX [EACH SORRECTIVE ACTION SHCULD BE { compLzTION
TAG RESULATORY OR LSC IDENTIFYING INFORMAT.ON; TAG CROSS-REFERENCZD TO THE APPRGPRIATE | bave
) i OEFICIENZY) '

W 262 : Continued From page 1 f W 262! |
i His record contained a Physician's Oroer, dated ’ ’ 6‘1 !
11/3/10, documenting ha received perphenazine | ;

: {an antipsychatic drug) 2 mg at bectime. ; .
However, his record did not comiain HRC consent ;
for the drug. I :

|

i

Wher asked, the LPN stated during an interview ‘
on 1117410 from 4:05 - 4:10 p.m., HRC consent l
was not cblained for perphenazine. |

i
i

The faclity failed to ensure HRC approval was |
. obtained for the use of perphenazine for ' \
Individual #1. !
W 283 483.440(f)(3)(il) PROGRAM MONITORING & W 263

' CHANGE |

The commitize should insure that these programs
are conducted only with the written informed
consent of the client, parents (if the client fs a .

I'minor) or legal guardian. ;
| | 7 f
This STANDARD is not met as evidenced by:

Based on record review and staff interview, it was
. determined the facility failed to ensure behavior
modifying drugs were usad only with written
informad consent of a guardian for 1 of 3
individuals (Individual #1) whose consents were
reviewed. This resulted in a lack of protection of |
- an individual's rights through prior approval of
behavior modifying drugs. The findings include:

|
[ 1. Individual #1's PP, dated 5/20/10, documentead i
. 8 15 yaar old male diagnosed with moderate |
i mental retardation, ADHD, and Asperger's "
| Syndrcme. | !

i

! His record contained a Physician's Order, dated
| 11/3/10, documenting be received perphenazine |

FORM CS-2567(02-9€) Previous Versions Obsclele Even! ID: XW3C 11 Facllity 1D: 1360562 If continLation sheel Page 2 of &
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENGIES {X1) FROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTEFICATION NUMBER: A BLLOING COMPLETED
B, WING
13G063 11/18/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
YELLOWSTONE GROUP HOME #1 SPRINGFIELD f’;f:(‘;i::'ff ;E';g 63404
(X430 | SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN 07 CORRECT!ON [
PREFIX ,\ (EACH DEFICIENGY MUBT BE PRECEDED BY FULL 1 PREFIX {EACH CORRECTIVE ACTION SHOULD BE ' CGMPLETION
TAG |  REGULATORY OR LST IDENTIFYING INFORMATION) TAG |  CROSSREFERENCED TO THE APPROPRIATE bATE
; | DEFIGIENGY) :
-l R - 7 t H
W 2631 Gontinued From page 2 PowW2s3 ;
 (an antipsychotic drug) 2 mg at bedtime. ’ 5 i
However, his record did not contzin guardian i
_consent for the drug. _ [ |
i M i
i When asked, the LPN stated during an inerview ’ ' i
on 11/47/10 from 4:0& - 4:10 p.m., guardian |
consent was not obtained for perphenazine, . \l .
; : |
The faility falled tc ensure guardian approval | I i
' was obtained for the use of perphenazine for i : !
i Individual #1. !
W 312 | 483.450(e)(2) DRUG USAGE owa12 Lo 4 I
‘ ‘ l

. Drugs usad for control of inapprogriate behavior i 1 @%ﬁ/\/ 'k‘ [/‘J :
1

‘ must be used only as an integral part o the
| client's individual program plan that is directed w 9~ (0 5

‘. specifically fowards the reduction of and eventual
. elimination of the behaviors far which the drugs
| are employed.

g This STANDARD is not mel as evidenced by ! I
! Based on recard review and staff interview, it was f
determined the facility failed to ensure behavior .

| madifying drugs were used only as a | ’

' comprehensive part of an individual's IPP that 1

| wera directed specifically towards the reduction of I

|

i
' and eventual elimination of the behaviors for 1
I

i which the drugs were employed for 1 of 3 |
individuals {individual #1) whase medication
reduction plans were reviewed. This resulted in |
j an individual receiving behavior modifying drugs ,
without plans that identified the drugs usage and |
how they may change in relation tc progress or I I
' regression. The findings include: '

| : ‘
H " .
| 1. Individual #1's IPP, dated 5/20/10, documented . l
’ a 15 year oid male diagnosed with moderate ? }
t

rental retardation, ADHD, and Asperger's i l

I
i
t
|
|
i

]

If canlinuation shest Page 3 of 5

FORN CMS-2567(02-89) Previous Versions Gbsblele Event [D: XWaCH Facility 1D: 13GCE3
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVEL
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIZNCIES (X1} PROVIDER/S JPFLIERICLIA %2} MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B. WING
| 13G063 11/18/2010
NAME GF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z!P CODE
3335 SPRINGFIELD
YELLOWSTONE GROUF HOME #1 SPRINGFIELD
IDAHOQ FALLS, 1D 83404
X410 | SUMMARY STATEMENT OF DEFICIENCIES D : PROVIDER'S PLAN OF CORRECTION : Xs)
PREFIX (EACH DEFICIENCY MUST BE PREZEDED RY FULL . PREFIx {ZACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
| ; : DEFICIENCY) g_
| W 312 1 Continued From page 3 W 3121
! t
| Syndrome. ; |
] ! ! ‘
‘ . His record confained a Physician's Order, dated | ' ;
i 11/3/10, documenting he received perphenazine ! : |
| (an antipsychotic drug) 2 mg at bedtime. i ! :
I However, his record did not contain a plan related ' -
to the use of the drug. |

: When askad, the LPN statad during an interview
[ on 11/17/1C from 4:05 - 4:1C p.m., there was no |
plan reiated to perphenazine. ]

. The facility failed to ensure & plan was developed |
| for Individual #1's perphenazine. :
W 382 1 483.460()(2) DRUG STORAGE AND
RECCRDKEEFRING

The facility must keep all drugs and biologicals | ' S’L" .
locked except when being prepared for !
| administratian. : @0_&4\ 7
| -

W 382;

[ This STANDARD is not met as evidenced by,
: Based on abservation and staff interview, it was
determined the facility failed to ensure all drugs
and biologicals wers maintained under locked
conditions. This failure directly impacted 6 of &
- individuals {Individuals #1 - #8), residing in the
facility. This resulted in the poiential for harm in :
the event individuals accessed and ingested a l
drug. The findings include:

: During an environmenial assessment conducted
on 11/17/1C, from 9:45 - 10:14 a.m., a cabinetin |
the kitchen containing various cver the counter |
. medications used for routine standing orders was |

, noted to be unlozked. The maintenance {
supervisor, who was present stated the lock on | ‘
 the cabinet was damaged and the cabinet should ! |

FCRM C1AS-2567(02-89) Previous Versions Obsclete Even |2 XWIC11 Facility ID; 13G083 i cantinualion sheet Page 4 of §
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AND PLAN OF CORRECGTION IDENTIFICATION NLMBER: COMPLETED
A. BUILDING
B. WING
13G0E3 11/18/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY STATE, ZIP COODE
D
YELLOWSTONE GROUP HOME #1 SPRINGFIELD 3335 SPRINGFIEL
IDAHO FALLS, ID 83404
X0 SUMMARY STATEMENT OF DEFICIENGIES [ D SROVIDER'S PLAN OF CORREGTION T
PREFIX | (EAGH DEFICIENCY MUST BE PREGECED BY FULL ©OPREFX | (EACH CORRECT.VE AGTION SHOULD BE | coMPLETION
Tag | REGULATORY OR LSC IDENTIFYING INFORMATION) TaG | CROSS-REFERZNGED TG THE APPROPRIATE | BATE
" DEFICIENSY)
W 382 : Continued From page 4 | W 382"

. have bzer. laocked. The maintenance supervisor |
i temporarily repaired the lack and stated = i !

|

|

| | permanent repair would be made. |
1 M ,

| I } ‘

|

! The facility failed to ensure all medications were
! kept secured when not in use,

| |
| :' |

Facility IG: 133062 i* cantinuation sheet Page £ o0&

{
i
FORM CMS.2567(02-99) Previous Versions Obso ele Event 10: XW3C11
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o 3 FORM APPROVED
Bureau of Facility Standards
STATEMENT OF DEFICIENCIES %1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CCNSTRUCTION {X2) DATE SURVEY
AND PLAN OF CORRECTION ( IDENTFaATIoN NUMBER. (X2} MULTIPLE CGN T COMPLETED
A BUILDING
B. WIkG
13G063 11/18/2010

STREET ADDRESS. CiTY, STATE, ZIF CODE
3335 SPRINGFIELD

NAME OF PROVICER OR SURPLIER

YELLOWSTONE GROUP HOME #1 SPRINGFIE IDAHO FALLS, ID 83404
X D SUMMARY STATEMENT OF DEFICIENCIES I ! PROVIDER'S PLAN OF CORREGTION iX5)
PREFIX ! {EAGH DEFICIENCY MUST BE PRECEDED BY FU.L PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG REGULATORY OR LSC IDENTIFYING INFORMATION] i TAG CROSS-RETERENGED TO THE APPROPRIATE | DATE
; | i DEFICIENCY) :
! : 7 ‘
MM184 16.03.11.075.10{a) Approval of Human Rights MM154 ‘ |

| Committee ] W.\b W 02{99./

| Has been reviewed and approved by the faciiily's t
i human rights committze; and ! :

This Rule is not met as evidenced by: !
| Refer to W2B2,

MM196 16.03.11.075.10(c) Consent of Parent or MM196 @ ; -}; W b %

Guardian

|

f Is conducted only with the consent of the parent

_or guardian, or after notice to the resident's !

i representative; and

i This Rule is not mat as evidenced by: ‘ |

. Refer to W253, | !
!

;
i

! |
i i

P
| .
MM1971 16.02,11.075.10(d) Whritten Pians MiM197 @)jw % U 5’) ’}/ i

i Is described in written plans that are kept an file
" in the facility; and

} This Rule is not met as evidenced by:
i Refer to W312.
;

MM320; 16.03.11,120.03(a) Building and Equipment MM380 )
|
|

' The building 2nd all squipment musst be in good

. repair, The walls and flocrs must be of such &L QM
i characler as to permit frequent cleaning. Walls W\}
U and cellings in kitchens, bathrooms, and utility ”(
~rooms must have smooth enameled or equally w
| washaole surfaces, The building must be keot
. clean and sanitary, and every rezsonable
! precaution must be taken to prevent the entrance ‘
% of insects and rodents.
This Rule is not met as evidenced by:

|
Based on observation, it was.determinad the i
!

i
{X6) CATE

Bureau of Facility Standards . . .
LABORATOBRY-TIRECTORS OR PROVIDERSTPPLIER REPRESEY TATIVES mfﬁm?’ 12-2 -10
STATE FORM \\__—-_/ 6889 XW3IG11 If continuation sneet 1 of 2
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o FORM APPROVED
Bureau of Facility Standards
I
STATEMENT OF BEFICIENCIES ¥1] PROVIDER/SUPPLIER/CLIA % IPLE CONSTRUGCTION '{X2) DATE SURVEY
AND PLAN OF CORRECTION L IDENTIFICATION KUMBES: (X2) MULTIPLE GONST COMPLETED
A, BUILDING i
1 B.WING ,
13G063 14/18/2010
NAME OF PROVICER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3335 SPRINGFIELD
YELLOWST Q E
LLCWSTONE GROUP HOME #1 SPRINGF IDAHO FALLS, ID 83404
*4) D SUMMARY STATEMENT OF DEFICIENCIES i D : PROVIDER'S PLAN OF CORRECTION X {X6)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE " COMPLETE
~aG REGULATORY OR LSC IDENT'FYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROZRIATE DATE
. | DEFICIENGY; :
: 1
MM380T Continued Froem page 1 i MM380
I
Tacility failed to ensure the facility was kept clean, ;
sanitary, and in good repair for 6 of & individuals 3!1 . !
i

| (individuals #1 - #6) residing in the facilty. This | ‘ {

i resulted in the enviranment being kept in ! W‘J

D ill-repair. The findings includs: qz/af"" ? i

| 1. An environmental review was conducted on
10/17/10 from 9:45 - 10:15 a.m. During that time, ;

| the following was noted: ;

- The foilet in the hallway bathroom had a crack in_:
_the base approximately & inshes long. :

i

! - The the left cushion on the couch (when facing
the couch), under the window, was worn and

. unable to provide suppon to those seated on i, !

; !

]
The facility faited to ensure envirenmental repairs
: ware maintained. :

MM753; 1 i) MM7
i 16.03.11.270.02()(i) Locked Area MM753 (?)%Mi ‘k W é 8 3

All medications in he facility must be kept in a
locked area(s) except during those times when
the resident is receiving the medization.

This Rule is nol met as evidenced by

Refer to W382,

Bureau of Facllity Standards
STATE FORM 639 XW3011 Il continualion sheel 2 af 2
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